Objectives:
1. To show the importance of 2D ultrasound in prenatal diagnosis of placenta accreta. 2. To underline the importance of teaching and training of sonographers to optimise the use of 2D ultrasound in case of suspicion of placenta accreta.
Methods:
We led a longitudinal retrospective study in the Maternity Centre of Tunis between December 2009 and March 2017. We studied all the cases of placenta accreta managed in our department during this period. We analysed the number of cases, the risk factors and the diagnostic circumstances. We particularly looked for the sonographic features. We studied the maternal outcome and evaluated the contribution of prenatal diagnosis. Results: 61 patients have been managed for placenta accreta during the study period. The prevalence of placenta accreta was multiplied by 10 in 10 years. More than 50% of patients were aged above 35 years. The predominant risk factor was the presence of a uterine scar associated to Placenta previa (70%). Prenatal diagnosis has been done in only 32 cases. The other patients presented directly during the third trimester with severe hemorrhage and needed laparotomy. Prenatal ultrasound allowed the diagnosis of asymptomatic placenta accreta in 25% of cases. Diagnosis was mostly suspected in the second trimester in this group. In all prenatally suspected cases, we found an association of at least 2D sonographic signs. Colour Doppler gave us supplementary information. Conclusions: Placenta accreta is a severe condition associated to maternal mortality. Its frequency is arising in many parts of the word like in Tunisia. 2D ultrasound is a valuable and accessible tool. Skilled sonographers are needed to diagnose it as early as possible to better the maternal outcome. Results: A non-pathologically invasive placenta in the area of a uterine scar might show sonographically distinctive but rather mild conspicuous features. These sonographic differences are important to notice as the underlying placental location and invasiveness might differ from the broadly known AIP-forms. Conclusions: Distinguishing typical AIP from other variants of pathologic placenta conditions seems to be important due to a partially different clinical presentation. A not pathologically invasive placenta in the area of a uterine scar might complicate with rupture of the remaining serosa causing severe intra-abdominal bleeding without any specific stimulus. With a timely prenatal sonographic differentiation from ''typical'' AIP, a planned perinatal management with special surveillance might be able to anticipate severe complications and a uterus preserving approach could be chosen.
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Objectives: Morbidly adherent placenta (MAP) is a life-threatening condition associated with massive hemorrhage and peripartum hysterectomy. The incidence has increased with rising Caesarean rates. Although, NPSA and RCOG/RCM have proposed 'Placenta previa after Caesarean section care bundle: the six elements', there are no comprehensive national guidelines in the UK on the management. At Heart of England Foundation Trust (HEFT), we have developed a clear and robust pathway for the management of MAP that we present:
1. Audit of the management of patients with suspected MAP as per our guideline.
Evaluation of the performance of Ultrasound scan (USS) and
Magnetic Resonance Imaging (MRI) as diagnostic tests.
Methods: A retrospective review of 12 patients suspected to have MAP over 22 months (Jun 2015 -Mar 2017 . Results: USS by Fetal Medicine Specialist, MRI, followed by Multidisciplinary Team Involvement was carried out in all cases. The mean age was 35 years. All the patients were multiparous with a mean number of Caesarean deliveries being 2. The average estimated blood loss at delivery was 2800ml. Seven patients underwent an uncomplicated subtotal hysterectomy. The sensitivity and specificity of USS was 100% and 33% respectively. For MRI this was found to be 56% and 33%. The positive predictive value for USS and MRI was 82% and 71% respectively, whilst negative predictive value was 100% and 20% respectively.
Conclusions:
1. With the development of this pathway there has been uniform and consistent approach to the clinical management of suspected cases of MAP. 2. Forward planning and multidisciplinary team approach is vital for the successful management of these cases. 3. Whilst MRI is useful for diagnosing visceral organ involvement, USS is an important tool for the diagnosis of myometrial invasion. Both tests are useful for careful surgical planning and must be used in conjunction with each other. 
Morbidly adherent placenta is uncommon but is increasing in incidence. RCOG states that colour Doppler has a sensitivity of 92% in detecting invasive placental disorders, which is similar to the sensitivity in our department. MRI has been shown to have a sensitivity of 93% and specificity of 71%. The sensitivity from this cohort was higher, which we have attributed to small sample size.
